Creating a Cohort Area to Limit Transmission of Pandrug-Resistant

Acinetobacter baumannii in a Thai Tertiary Care Center
To the Editor-We previously reported a successful multifaceted intervention to reduce pandrug-resistant (PDR) Acinetobacter baumannii colonization and infection in 3 Thai intensive care units [1] , and we would like to report the experience of using a cohort area in a medical unit to help limit transmission of PDR A. baumannii colonization and infection in the same institution. There were 30 beds in this medical unit, and the ratio of nurses to patients was ∼1:8. The first case of PDR A. baumannii infection was detected in this unit on 3 October 2008. The infection control unit was notified within 24 h after detection, and infection control measures were promptly instituted. These measures included (1) implementation of enhanced contact isolation precautions (i.e., strict adherence to hand hygiene protocols before and after patient care and use of gowns and gloves for patient care of index cases), (2) performance of active surveillance cultures for PDR A. baumannii, and (3) environmental cleaning with detergent and phenolic agents (for surfaces contaminated with body fluids and/or blood).
In this study, case patients were defined as patients with nosocomial colonization and/or infection with PDR A. baumannii identified by clinical cultures 148 h after admission to the study unit. Nosocomial acquisition of PDR A. baumannii was defined as detection of this microorganism by active surveillance culture 148 h after admission, when initial admission active surveillance cultures yielded negative results. Active surveillance cultures for PDR A. baumannii were performed on tracheal aspirate specimens and rectal swab specimens (if the initial tracheal aspirate specimens were negative) on day 0, day 7, and every week until discharge from this unit. To evaluate the impact of an intensive infection control program with a cohorting area to help limit transmission of PDR A. baumannii, a quasi-experimental study was conducted in this medical unit. The preintervention period (4-29 October 2008; period 1) was defined as the period when intensive infection control measures were implemented without using the cohorting area, and the postintervention period (1 November 2008-31 January 2009; period 2) was defined as the period when the cohorting area was integrated into this intensive infection control program.
During period 1, 6 cases of PDR A. baumannii infection or colonization were detected by active surveillance cultures. The rate of PDR A. baumannii infection and colonization was 2.4 cases per 1000 patient-days, and the rate of acquisition was 6 cases per 1000 patient-days. Adherence to infection control measures was monitored during period 1 (number of observations, 24) and revealed suboptimal levels of hand hygiene before and after patient contact (56%; defined as the number of observations confirming adherence to hand hygiene requirements divided by the total number of observations) and low adherence to contact isolation precautions (24%; defined as the number of observations confirming adherence to contact isolation precaution requirements divided by the total number of observations).
During period 2, a cohorting area of 8 beds was created in an assigned section in this unit, and additional education was provided on the importance of adherence to these infection control measures; 1 nurse per shift was assigned to care for patients in this cohorting area. Real-time feedback on infection control adherence was also provided to all health care workers in this unit. Monitoring of infection control practices was continued. After the additional education had been provided and the cohorting area had been established (i.e., during period 2), adherence to hand hygiene before and after patient contact and to contact isolation precautions were significantly improved (91% and 71%, respectively; number of observations for both measures, 50; for both). P ! .001 There were also significant decreases in the rates of PDR A. baumannii infection and colonization (0 cases per 1000 patientdays;
) and acquisition (1 case per P p .05 1000 patient-days;
). P ! .001 This study suggests that using a cohorting area to help limit transmission of PDR A. baumannii infection and colonization/acquisition in a resource-limited setting is feasible and may be efficacious. Because health care resource utilization and patient-to-nurse ratios are generally much higher in developing countries than in developed countries [2] [3] [4] , use of physically defined areas to cohort patients who are infected with drug-resistant organisms can help improve nurse and staff adherence to infection control measures. This report also highlights the importance of education, monitoring infection control practices, and feedback regarding adherence to infection control measures among health care workers, as well as the need to provide early infection control interventions [5] , because intensive interventions at the early stage helped abort an outbreak of infection in our health care center. If this outbreak had been detected later, after the organism had become widespread on the unit and after the environment had become heavily contaminated, prevention of PDR A. baumannii infection and colonization/acquisition would have been more difficult or even impossible. Additional studies are needed to explore specific infection control interventions, to help reduce the spread of drug-resistant microorganisms in resource-limited settings. 
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